Abstract
Introduction
The World Health Organization (WHO) estimates that globally, approximately 210 million pregnancies occur each year with over 135 million resulting liveborn infants while the remaining 75 million end in stillbirth or (spontaneous or induced) abortion (WHO 2011) . About 80 million pregnancies are unintended and about 42 million of these pregnancies (or 1 in 5) end in induced abortions each year, 36 million of which take place in low and middleincome countries (Benson 2005; Sedgh et al. 2007; Singh et al. 2009; WHO 2004) . Twenty-two million of these abortions are considered unsafe or performed by untrained practitioners and provided in unhygienic settings (WHO 2004) . Unsafe abortion accounts for 13% (47,000) of global maternal deaths while about 60 per cent of abortion-related deaths take place in Africa (Shah and Åhman 2008; United Nations 2010) . In Kenya, 35% of maternal deaths are attributable to unsafe abortion (Centre for Reproductive Rights 2010; Ministry of Health 2003). Over 2,600 women die annually from complications of unsafe abortion and over a third of the women admitted with abortion complications were in the second trimester of pregnancy when risks of severe complications and mortality are substantially higher in the country (Centre for Reproductive Rights 2010).
Public debate on abortion and on proposals to liberalize the abortion law has been on-going for several years in Kenya (Brookman-Amissah and Moyo 2004) . With the passing of a new Constitution in 2010, there has been renewed interest at all levels in the areas of the right to health and the need to reduce the high levels of maternal morbidity and mortality arising from unsafe abortion in the country (Republic of Kenya 2010; 2012) . Moreover, medical abortion using Misoprostol and Mifepristone has been classified by WHO as a safe and effective method to stop an unwanted pregnancy up to 9 completed weeks since the last menstrual periodfirst trimester (WHO 2012) . Misoprostol is registered in Kenya as a multi-purpose drug whose indications include duodenal ulcer, gastric ulcer, treatment of incomplete abortion and miscarriage, treatment and prevention of post-partum haemorrhage (PPH), treatment of missed abortion in first trimester, treatment of intrauterine fatal death and cervical ripening. Mifepristone is also registered as a medication indicated for duodenal ulcer, gastric ulcer, cervical ripening and as a uterotonic drug. The availability of these two drugs is expected to replace surgical and non-surgical invasive methods that have previously been used to terminate pregnancies, both illegally and legally (Ong'ech et al. 2008) .
In spite of the developments, access to information and services on medical abortion in Kenya is mainly through private practitioners while public health facilities mostly provide post-abortion care services (Wamugi et al. 2014) . Moreover, the use of modern family planning methods plays a critical role in reducing the incidence and prevalence of induced abortion by preventing unwanted pregnancies (WHO 2012) . However, most women in Kenya obtain family planning methods from public health facilities (Hutchinson et al. 2011 ; Kenya National Bureau of Statistics [KNBS] and ICF Macro 2010) . There is therefore limited understanding of the provision of family planning information and services to clients seeking abortion services in private health facilities in the country. This paper uses data from observations of client-provider interactions during consultations and exit interviews to examine family planning service provision and use among clients seeking abortion services in private health facilities in Kenya. It specifically focuses on prior use of family planning by the clients, whether providers counselled clients on family planning and offered clients a method during consultation as well as whether clients accepted a method. It further explores whether there were significant differences in the provision of these services by provider and client background characteristics.
Available evidence indicates that the private sector plays a major role in health service provision in developing countries especially those services that are not subject to market failures such as curative care and family planning (Berman and Rose 1996; Brugha and Zwi 1998; Bustreo et al. 2003) . However, there are concerns about the quality of services provided given the diverse nature of the private sector in these settings (Berman and Rose 1996; Brugha and Zwi 1998; Mills et al. 2002) . A systematic review of the literature further showed that services provided by the private sector might not be accessible to the poor (Patouillard et al. 2007 ). In the context of abortion, perceived high costs of services in private health facilities might lead economically disadvantaged women to resort to unsafe abortions with the attendant morbidity and mortality risks (Wamugi et al. 2014) . However, even for those who might afford the services of private providers, the type of care they receive might be affected by various factors including the available resources, availability of appropriate services, client choice, technical competence of providers, and interperson-al relations with clients (Bruce 1990; Gresh and Maharaj 2014) . In particular, the provision of family planning services to abortion clients in private health facilities might be affected by the availability of the methods or the technical competence of the providers to offer the methods.
Context
Estimates from the 2008-2009 Kenya Demographic and Health Survey (KDHS) show that the contraceptive prevalence rate (CPR)-the proportion of currently married women aged 15-49 years using any family planning method-was 46% (KNBS and ICF Macro 2010). There were, however, wide variations in CPR by women's socio-demographic characteristics. CPR was, for instance, higher in the urban compared to rural areas (53% and 43% respectively; KNBS and ICF Macro 2010) . It was also highest in Central (67%) and lowest in North Eastern region (4%; KNBS and ICF Macro 2010) . Nairobi, Eastern, Western, Rift Valley, Nyanza and Coast regions had, on the other hand, CPR of 55%, 52%, 47%, 42%, 37% and 34% respectively (KNBS and ICF Macro 2010) . CPR was also more than four times higher among women with secondary and above level of education compared to those with no education (60% and 14% respectively; KNBS and ICF Macro 2010). CPR was largely driven by use of modern methods (39% of currently married women; KNBS and ICF Macro 2010). Use of family planning was, however, higher among sexually active unmarried women compared to those who were married. In particular, 50% of sexually active unmarried women aged 15-49 years were using any family planning method while 45% were using a modern method (KNBS and ICF Macro 2010) .
Among currently married women, the most commonly used modern methods of family planning include injectables (22%), oral pills (7%), female sterilization (5%), implants, male condom and IUCD (2% each), and lactational amenorrhea method-LAM (1%; KNBS and ICF Macro 2010). Among sexually active unmarried women, however, the most commonly used method is male condom (18%) followed by injectables (17%), oral pills (6%), female sterilization (2%), IUCD and implants (1% each; KNBS and ICF Macro 2010) . Public health facilities are the major source of modern methods of family planning for women (57%), followed by private health facilities (36%) while other sources such as mobile clinics, community-based distributors, shops, friends and relatives account for 6% (KNBS and ICF Macro 2010). Among private providers, forprofit facilities and private pharmacies are the major sources of modern family planning methods (19% and 10% respectively) while faith-based institutions account for 5% (KNBS and ICF Macro 2010) . Estimates from the 2008-2009 KDHS further show that those who obtained a method from a public health facility were less likely to pay for the method compared to those who obtained a method from private providers. Payments in private health facilities could largely be for the services rendered (including consultation fee) given that family planning methods that are supplied by the government are supposed to be provided to clients free of charge.
With respect to pregnancy termination, estimates from the 2008-2009 KDHS show that among women aged 15-49 years who had ever had sex, 11% had ever terminated a pregnancy (KNBS and ICF Macro 2010) . The proportion of women who had ever had sex and had terminated a pregnancy was highest in Coast (17%), followed by Western (14%), Eastern and North Eastern (12% each), Central (11%), Nyanza (10%), Rift Valley (9%), and Nairobi (6%) regions in that order (KNBS and ICF Macro 2010) . In addition, the proportion of women who had ever terminated a pregnancy was highest among those aged 40-49 years (19%) and lowest among those aged below 20 years (3%). It was also highest among those with no education (13%) and lowest among those with secondary and above level of education (8%; KNBS and ICF Macro 2010). Available evidence indicates that abortion is one of the most common acute gynaecological ailments accounting for the longest hospital stay in comparison with other acute conditions in the country (Wamwana et al. 2006) . In addition, a 2013 study that used patient-specific data for women who sought abortion-related care at health facilities estimated the rate of induced abortions in the country to be 48 per 1,000 women aged 15-49 years in 2012 (Republic of Kenya 2013). The study further found that those who sought abortion-related care comprised educated and uneducated, urban and rural as well as married, never married and divorced women (Republic of Kenya 2013). Slightly more than onethird (37%) of the women had severe complications such as high fever, sepsis, shock and organ failure, which was an indication that abortion might have occurred under unsafe conditions (Republic of Kenya 2013).
Data and methods
The study used a cross-sectional exploratory design involving observations of client-provider interactions during consultation and exit interviews with clients in 30 private health facilities in three counties in Kenya, namely, Kisumu (in Nyanza region), Nairobi, and Mombasa (in Coast region). The facilities were randomly sampled from among those that were members of the Reproductive Health Network (RHN) or AMUA Franchise that is managed by Marie Stopes Kenya. Data collection took place between May and June 2013. Out of a total of 141 observations that were conducted (62 in Kisumu, 58 in Nairobi and 21 in Mombasa), two observations were partially completed (1 in Kisumu and 1 in Mombasa) when it emerged during examination that the clients needed referrals to higher level facilities. The observations were conducted by trained nurses from outside the facilities to determine the nature and quality of services that clients received. The nurses used a structured checklist adapted from WHO Technical and Policy Guidance on Safe Abortion (WHO 2003) and the National Standards and Guidelines for Reducing Morbidity and Mortality from Unsafe Abortion in Kenya (Republic of Kenya 2012). They observed aspects of history taking, pre-procedure counselling, medical examination, provision of medical abortion, and post-abortion care counselling including family planning information and services.
Immediately after the observations, consenting clients were requested to participate in exit interviews to determine their perceptions of the information provided and their overall impression of the providers' behaviour during consultation. Interviews were completed with 125 clients (48 in Kisumu, 56 in Nairobi and 21 in Mombasa). Another 6 interviews were partially completed while 8 clients who were observed during consultation refused the interviews. Information was collected on client background characteristics (such as age, education level, marital status, religious affiliation, and household assets and amenities), childbearing experiences and intentions, family planning knowledge and use, and perceptions about the services received. The interviews were conducted in English, Kiswahili or a mixture of both depending on the level of education of the clients by a team of research assistants who were paired with the nurses conducting the observations. Written informed consent was obtained from study participants before conducting the observations and exit interviews. Ethical and research clearance for the study was granted by the Institutional Review Boards of the Population Council and Marie Stopes International, the Ethics Review Committee of the Kenya Medical Research Institute (KEMRI), and the National Council for Science and Technology (NCST).
Analysis is restricted to 125 clients who were observed and successfully interviewed upon exit. It entails simple frequencies, cross-tabulations with Chi-square tests as well as estimation of multivariate logistic regression models. Simple frequencies are used to examine the socio-economic and demographic profiles of women seeking abortion services at private health facilities. The characteristics considered include study site, age, education level, marital status, religious affiliation, duration of residence, number of times the respondent has ever been pregnant, number of living children, and number of previous abortions. Cross-tabulations with Chisquare tests are used to examine variations in prior use of family planning by socio-economic and demographic characteristics of clients and to test whether differences, if any, are statistically significant. Multivariate logistic regression models are, on the other hand, estimated to examine whether there were significant differences in the likelihood of clients being counselled on family planning, being offered a method, or accepting a method by various background characteristics. The choice of logistic regression analysis was guided by the fact that the dependent variables are dichotomous outcomes. The characteristics considered include study site, age, education level, marital status, religious affiliation, duration of residence, household wealth index (based on reported assets and amenities), number of living children, number of previous abortions, and provider qualification. Table 1 presents the definition and measurement of variables included in the multivariate analysis. The standard errors of the estimates are adjusted for clustering of individuals within facilities and the results are presented as odds ratios with 95% confidence intervals. Table 2 presents the distribution of respondents who were observed and interviewed upon exit by background characteristics and prior use of family planning. The distribution by background characteristics shows that the majority of respondents were aged between 20 and 29 years (66%), had secondary and above level of education (64%), were never married (59%), and had lived at the place of residence for less than five years (49%). In addition, more than half (56%) had been pregnant more than once, 57% had no living children while 86% of those who had been pregnant more than once had had a previous abortion. 
Results

Characteristics of clients
Prior use of family planning
More than three-quarters (78%) of the respondents had ever used a family planning method with no significant differences by study site, education level, marital status, religious affiliation, duration of residence, children ever born, and number of previous abortions (Table 2 ). There were, however, significant differences in the proportions of respondents that had ever used family planning by age, number of pregnancies and number of living children. In particular, the proportions of respondents that had ever used family planning was highest among those aged 30 years and above and lowest among those aged below 20 years (p<0.05; Table 2 ). Similarly, the proportion of respondents that had ever used family planning was highest among those who had been pregnant two or more times and lowest among those who had been pregnant only once (p<0.01). Ever use of contraception was also highest among those with two or more living children and lowest among those with no living child (p<0.05).
Further analysis showed that the most common methods clients had ever used were male condoms (44%), oral pills (40%), injectables (35%), and emergency pills (26%; Figure 1 ). In addition, 80% of the clients who had ever used family planning obtained a method themselves or together with their partners the last time while 19% reported that their partners obtained the method. Among clients who obtained a method by themselves or together with their partners, 36% got it from private pharmacies, 35% from private health facilities, and 22% from public health facilities (not shown). 
Counselling on family planning
Providers counselled clients on family planning in 80% of the consultations and offered clients a family planning method in less than half (47%) of the consultations. Results from the multivariate logistic regression analysis show that clients in Nairobi were significantly less likely to be counselled on family planning compared to their counterparts in other sites (p<0.01; Table 3 ). There were, however, no significant differences in the likelihood of clients being counselled on family planning by the other characteristics considered. The results further show that clients in Nairobi were significantly less likely to be offered a family planning method compared to those in Kisumu and Mombasa (p<0.01; Table 3 ). There were also significant differences in the likelihood of clients being offered a family planning method by religious affiliation-the odds were more than three times higher among Catholic clients compared to those belonging to other religious denominations (p<0.01; Table 3 ). However, the likelihood of being offered a family planning method did not significantly differ by the other characteristics considered. 
Client acceptance of a method
More than one-third (36%) of the clients who were observed and successfully interviewed upon exit accepted a family planning method. Results from the multivariate logistic regression analysis show that there were no significant differences in the likelihood of clients accepting a method by the background characteristics considered (Table 3) . Further analysis showed that clients mostly accepted injectables (40%), male condom (33%), pills (20%), implants (18%), and intra-uterine contraceptive device-IUCD (18%). In addition, 11% of the clients who accepted a method had not previously used family planning while among those who had previously used a method, 60% chose a different method. Figure 2 presents the distribution of clients who accepted a different family planning method from what they had previously used by type of method ever used and method accepted during the visit. The results show that the shift was marked by dramatic declines in the uptake of oral and emergency pills and increases in the acceptance of injectables, IUCD and implants.
Figure 2: Distribution of clients who accepted a different family planning method from that previously used by type of method ever used and method accepted during the visit Notes: IUCD: Intra-uterine contraceptive device.
Discussion and conclusion
One major finding of this paper is that most clients seeking abortion services at private health facilities that participated in the study were young, educated and unmarried women. In addition, among those who had been pregnant more than once, the proportion that had a previous abortion was very high. The implication is that clients seeking abortion services at private health facilities are constantly exposed to irregular unprotected sex. Although the majority of clients had used a family planning method before, it was mostly short-acting methods such as condoms, injectables, oral and emergency pills. Moreover, repeat abortions could be due to inconsistent use of the methods although the study did not ask about frequency of prior use. These findings suggest the need to promote either consistent use of short-acting family planning methods or the use of long-term methods among clients seeking abortion services at private health facilities in the country. Long-term methods, in particular, have several advantages. Besides the possibility of long-term use, the methods are not dependent on compliance and correct use by clients, their efficacy begins almost immediately after insertion, and they have low rate of complications and side-effects (Bahamondes 2008; Blumenthal et al. 2011) . The need for longterm methods was also evident from the finding that among clients who had ever used family planning and accepted a method during the visit, the majority chose a different method with the shift being characterized by dramatic declines in the uptake of shortacting methods (oral and emergency pills) and increases in the acceptance of long-term methods (injectables, IUCD and implants). The findings of the paper further show that providers did not counsel clients on family planning in about one-fifth of the consultations while clients were offered a method in less than half of the consultations. WHO recommends that all women seeking abortion or post-abortion care services should be provided with family planning information, counselling and methods and that most methods can be initiated immediately following surgical or medical abortion procedures (WHO 2012) . Moreover, the National Standards and Guidelines in Kenya recognize family planning as critical for reducing unwanted pregnancies, unsafe abortion and related morbidity and mortality (Republic of Kenya 2012). The Guidelines further stipulate that all women, men and young people should be offered family planning information and services provided that they meet medical eligibility criteria (Republic of Kenya 2012). The fact that a fraction of the women seeking abortion services at private health facilities were not counselled on family planning and more than half were not offered a method indicates that the provision of these services does not meet WHO or national standards and guidelines. Although the study did not determine the reasons for non-provision of family planning information and methods, these findings suggest the need to widely disseminate existing international and national service standards and guidelines among private providers offering abortion services in the country.
Another finding that is worth noting is the significantly lower likelihood of counselling clients on family planning or offering clients a method among private providers in Nairobi compared to those in Mombasa and Kisumu counties. First, being the region with the second highest CPR in the country, one would expect a greater likelihood of providers in Nairobi to counsel or offer clients family planning methods compared to their counterparts in Mombasa or Kisumu counties which have lower CPR. Second, Nairobi has historically been one of the mostfavoured regions for rural to urban migration because, being the capital city and major urban centre, it is highly developed and has more opportunities, better infrastructure and services (Otiso 2005) . One would therefore expect better quality services in the region compared to other counties. The study did not, however, collect information that would allow for determining why the likelihood of counselling clients on family planning or offering them a method was significantly lower in Nairobi compared to other sites. Nonetheless, available evidence indicates that the quality of care in private health facilities might vary due to the inability of government regulatory bodies to adequately monitor and enforce standards in the sector (Mills et al. 2002; Zwi et al. 2001) .
The findings of this paper might, however, be influenced by the limitations of the study. For instance, it is likely that observing providers during consultation may bias their behaviour in a positive way. To address this issue, observers were people with medical qualifications. It was expected that this would likely raise the comfort levels of the providers such that their behaviours become normative. In addition, it was emphasized during training and at the beginning of the observation tool that the observers should let the providers know that they (observers) were not there to evaluate them (providers) and that the observers were not experts who could be consulted during the session. The second limitation of the study arises from the fact that although facilities were randomly sampled from among those that were members of RHN or AMUA Franchise, the clients were not. Rather, clients were observed or interviewed upon exit based on their willingness to participate in the study. Providers first explained to the clients about the study and if they were willing to participate, the nurses and the exit interviewers were called. It could be that those who accepted to participate in the study were a select group of abortion clients; their experiences may not therefore be representative of all clients seeking abortion services from private health facilities or from elsewhere including public health facilities and unskilled providers.
In spite of the limitations, the findings of this paper show that the provision of family planning services to clients seeking abortion services in private health facilities in Kenya does not meet the existing international and national standards and guidelines. There is therefore need for strategies to improve the provision of the services in the sector. Specific strategies will, however, vary depending on the reasons for non-provision of the services at the facilities. Nonetheless, the strategies might include updating the skills of private providers on family planning service provision especially the provision of long-acting and permanent methods, wide dissemination of existing international and national service standards and guidelines among private providers, mechanisms for monitoring and enforcing standards in the sector by the government regulatory bodies such as through franchises, as well as implementing medical reminders for private providers to offer family planning services to abortion clients. mitted with gynaecological emergency conditions at the provincial general hospital, Kakamega, Kenya." East African Medical Journal 83(12) 
